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Objective: The purpose of this article is
to describe the process of conducting an
assessment of neighborhood perceptions
and cohesion by a community coalition-
academic team created in the context of
community-based participatory research
(CBPR), to guide the design of locally rel-
evant health initiatives.

Methods: Cuided by CBPR principles, a
collaborative partnership was established
between an academic center and a lo-

cal, urban, underserved neighborhood

in Birmingham, Alabama to identify and
address community concerns and priorities.
A cross-sectional survey was conducted

in September 2016 among community
residents (N=90) to examine perceptions of
neighborhood characteristics, including so-
cial cohesion and neighborhood problems.

Results: The major concerns voiced by the
coalition were violence and lack of neigh-
borhood cohesion and safety. The com-
munity survey verified the concerns of the
coalition, with the majority of participants
mentioning increasing safety and stopping
the violence as the things to change about
the community and the greatest hope

for the community. Furthermore, results
indicated residents had a moderate level
of perceived social cohesion (mean = 2.87
[.67]).

Conclusions: The Mid-South TCC Aca-
demic and Community Engagement (ACE)
Core successfully partnered with community
members and stakeholders to establish a
coalition whose concerns and vision for

the community matched the concerns of
residents of the community. Collecting data
from different groups strengthened the

INTRODUCTION

of health
(SDH) play an important role in

Social determinants

shaping individual and population
health, and this includes individual
perceptions of neighborhood charac-
teristics, such as social cohesion.! So-
cial cohesion has been defined as “the
extent of connectedness and solidar-
ity among groups in society”” and
includes the “absence of latent social
conflict” and the presence of strong
social bonds,”® which are measured
by such constructs as trust and mu-
tual benefit.* Research indicates that
feeling unsafe in one’s neighborhood
and the fear of being a victim of crime
can decrease social ties and social co-
hesion among neighbors.>'® Further,
perceived neighborhood  violence
and hearing about violence in one’s

community, in addition to being a
victim of violence, contributes to ad-
verse psychological conditions such
as anxiety, depression and stress.'"'?

For that past 3 decades, a com-
mon approach to addressing the
health of disadvantaged commu-
nities has been establishing com-
munity coalitions.” Coalitions are

defined as,

cooperative, and synergistic work-

“inter-organizational,

ing alliances” that bring individuals
representing diverse groups within
a community together for a shared
13 have the

potential to impact public health,

purpose. Coalitions

depending on the interventions
implemented and the coalition’s ef-
fectiveness.'* Studies have shown that
the most effective coalitions share
common indicators, such as formal-
ized rules and procedures, leader-

interpretation of the findings and allowed
for a rich understanding of neighborhood
concerns. Ethn Dis. 2017;27(Suppl 1):329-
336; doi:10.18865/ed.27.51.329.
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ship style, participation from active
members, diversity of members,
collaborations  between agencies,
and cohesion within the coalition.”

Community-based participatory
research (CBPR) is an ideal founda-
tion for coalitions consisting of aca-
demic and community partners who
work together to address the health
of a community.'*"” CBPR, with its
roots in Empowerment Theory, holds

that, in order for community mem-

The purpose of this
article is to describe the
process of conducting an
assessment of neighborhood
perceptions and cobesion
by a community coalition-

academic team created in

the context of CBPR. ..

bers to address goals for social change
that are introduced from an outside
entity, they must be empowered
to address their own concerns and
goals.'"®”” With its emphasis on eq-
uitably involving diverse partners in
all phases of research, capacity build-
ing, empowerment, and balancing
research and action for the mutual
benefit of all partners, the CBPR ap-
proach has become the predominant
model for examining and address-
ing health disparities experienced in
underserved, racial/ethnic minority
communities. CBPR approaches to
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promoting health and social cohe-
sion can help reduce health dispari-
ties by focusing on locally defined
priorities and locally specific health
determinants. In contrast, research
that does not take local priorities and
perspectives into account may devel-
op strategies and recommendations
that fail to address relevant SDH.?**?

The purpose of this article is to
describe the process of conduct-
ing an assessment of neighborhood
perceptions and cohesion by a com-
coalition-academic  team
created in the context of CBPR;
results of the assessment will guide

munity

the design of locally relevant health
initiatives. A partnership was estab-
lished between the Academic Com-
munity Engagement (ACE) Core
of the Mid-South Transdisciplinary
Collaborative Center for Health
Disparities Research  (Mid-South
TCC) and a local, urban, under-
served neighborhood to identify and
address underlying causes of health
disparities in the community. CBPR
served as a way for academic inves-
tigators and community partners
to work together collaboratively as
equals and to ensure that research
topics emerged from the commu-
nity and not solely the researchers.?
More details about the Mid-South
TCC and the ACE Core are provid-

ed in Fouad et al in this supplement.

METHODS

Community Coalition
Building

The city of Birmingham is home
to 99 neighborhoods, many of
which are affected by food deserts,
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school closings, and violence. The
community under study is among
the poorest of the neighborhoods,
with a population of 6,792; of these,
90.7% are African American and
67% have a high school education or
less. The median household income
is $20,771. This community has a
high percent of vacant housing units
(32.5%) and a violent crime rate of
30.3 offenses per 1,000 people.”

The president of the commu-
nity’s  neighborhood  association
had a strong interest in improving
the health of the community by
making changes within the com-
munity, ie, social determinants of
health. Through an initial meet-
ing between the neighborhood as-
sociation president and a commu-
nity engagement specialist from the
ACE Core of the Mid-South TCC,
the solidification of the idea for
the community coalition emerged.
The community engagement spe-
cialist had more than 20 years of
experience applying CBPR prin-
ciples to build coalitions through-
out the Birmingham community.

The
specialist and two members of the

Mid-South TCC staff collaborated

with the neighborhood association

community engagement

president to identify and recruit,
via email, telephone, and face-to-
face meetings, the natural leaders in
the community. Using the snowball
approach, the initially identified
leaders recommended other indi-
viduals based on their leadership in
the community or their expressed
interest in the community. At the
kick-off meeting, the coalition was
briefed on the expectations, long-
term goals, and objectives of the



project, and then the floor was open
to comments, questions, and sug-
gestions for additional members. By
allowing both the staff and the co-
alition members an opportunity
to express goals and suggestions in
an open discussion, mutual re-
spect, shared-decision making, and
power sharing, which are key prin-
ciples of CBPR, were established.

Prior to addressing the areas of
concern in the community, CBPR
principles encouraged trust build-
ing and group buy-in. A trust build-
ing activity that was implemented
was “Miracle Question” icebreakers
(a social work concept for solution-
focused brief therapy),?* where coali-
tion members voiced their vision for
the neighborhood to the group. Ice-
breakers such as the “Miracle Ques-
tion” are implemented to begin the
trust building process by fostering
an intimate conversation of person-
al expectations that will ultimately
result in objectives and goals being
established. The Mid-South TCC in-
vestigators’ goal for this exercise was
to establish a position with the co-
alition as a trusted partner in work-
ing toward seeing the visions come
to pass for the community. Also, we
provided dinner for our coalition
members at all meetings as a gift of
appreciation for their time and at-
tention to this new effort in their
area. Moreover, we held all meetings
in the community so as not to cre-
ate a travel burden for residents who
lacked transportation and so that
residents would be able to stay in
their own environment. The meet-
ings were held once a month on a
day and time most convenient for
the coalition members, and com-
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munication between meetings oc-
curred via email and Facebook
group postings. The monthly meet-
ings were first planned and led by
members of the Mid-South TCC;
however, when the coalition solidi-
fied, the leadership transitioned to
non-academic coalition members.

Coalition meetings were focused
on identifying health challenges
confronting community residents;
these challenges formed a framework
that could then be addressed in fu-
ture health initiatives. Once trust
and capacity were built, coalition
members began to work together
to address the underlying causes of
health disparities, especially the so-
cial determinants of health by detail-
ing their vision for a healthier com-
munity, developing a comprehensive
community action plan (CAP), and
prioritizing the list of community
concerns to address. In a true CBPR
approach, the issues were self-ad-
dressed by the community; solu-
tions were formulated as a group;
and then the community led the
resource acquisition with guidance
from the Mid-South TCC. With as-
sistance from an academic investiga-
tor, the coalition submitted a grant
proposal to the Mid-South TCC to
request community capacity devel-
opment funds to implement health
initiatives as well as to conduct a
community assessment and coalition
meetings. The proposal was accepted
and the coalition received funding.

Community Survey

The academic investigators of the
Mid-South TCC ACE Core, with
input and feedback from the com-
munity coalition, designed a cross-
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sectional survey to: examine percep-
tions of neighborhood characteristics;
establish whether or not the com-
munity as a whole shared the same
concerns as the coalition; and solicit
ways to address those concerns. The
collected survey data would also serve
as baseline data before health initia-
tives were implemented. The content
of the survey was based on coalition-
identified concerns as discussed in the
Measures and Results section. Indi-
viduals aged >18 years and attending
a coalition-hosted community event
(Get to Know Your Neighbor Day
in September 2016) were asked to
complete the survey. Attached to each
survey was a cover letter that included
information about the research study,
voluntary nature of participation,
and a number to call if there were
any questions about the study. By
completing the survey, the individual
agreed to participate in the study. As
a token of appreciation for complet-
ing the survey, t-shirts that showcased
the name of the community and “Get
to Know Your Neighbor” were given
to all participants. Approval for this
study was obtained from the insti-
tutional review board (IRB) of the
University of Alabama at Birming-
ham, and all procedures were in ac-
cordance with the ethical standards of
the IRB and with the Helsinki Dec-
laration of 1975, as revised in 2000.

Measures
Perceptions  of  neighborhood
characteristics ~ included  stability

(whether the neighborhood was im-
proving, stable or declining), satis-
faction (how satisfied they were with
living in the community), social/

physical characteristics  (character-
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istics liked most and least about the
neighborhood), and social cohesion.
Neighborhood social cohesion® was
measured with 5-items on a 5-point
Likert scale (strongly agree to strongly
disagree): 1) people around here are
willing to help their neighbors; 2)
this is a close-knit neighborhood;
3) people in this neighborhood can
be trusted; 4) people in this neigh-
borhood generally do not get along
with one another; and 5) people in
this neighborhood do not share the
same values. The range of values was
1-5 with a higher score indicative of
higher social cohesion. We reverse-
coded questions 4 and 5 for ease of
interpretability. Social connectedness
was assessed with the following two
questions: 1) how important it is to
know your neighbors (5-point scale
from very important to not at all im-
portant); and 2) how often do you
interact with your neighbors (5-point
scale from almost always to never).

Demographic variables collected
included age, sex, and race/ethnic-
ity. Being CBPR research, coalition
members stated that socioeconomic
questions (ie, income, education,
and occupation) may offend par-
ticipants, so those questions were
omitted from the survey. Self-rat-
ed health was measured as a single
item, “In general, would you say
your health is...” on a 5-point Lik-
ert-type scale (excellent, very good,
good, fair, poor).”* Home ownership
(rent or own) and type of housing
(house, apartment, or living with
friend/relative) data were collected.

Two open-ended questions about
the community, developed jointly
by academic investigators and co-
alition members, included: “If you
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Table 1. Characteristics of participants, N=90

Variable? n (%)
Sex

Male 24 (28)

Female 61 (72)
Age groups

18-34 35 (42.2)

35-49 23 (27.7)

>50 25 (30.1)
African American 85 (94)
Community resident, years, mean (SD) 12.1(17.4)
Residence type

House 17 (20)

Apartment 53 (62)

Friend/Relative 16 (18)
Home ownership

Own 11 (14)

Rent 67 (86)
Self-rated Health

Excellent 22 (27)

Very good 28 (34)

Good 19 (23)

Fair/poor 13 (16)

a. Some variables have missing data, percentages are based on the n of each individual variable per group. N

may not add up to 90 due to missing response.

could change one thing about [this
community], what would it be?”
and “What is your greatest hope
for the future of the [community]?”

Analysis

Survey responses were evaluated
using descriptive statistics; frequen-
cies and percentages were calculated
for categorical variables, and means
and standard deviations were cal-
culated for continuous variables.
Stepwise regressions were used to
examine relationships between char-
acteristics and social cohesion vari-
ables. In our multivariable model,
we examined multicollinearity of
covariates using the variance infla-
tion factor threshold of 5. Statistical
analyses were performed using SAS
v9.4, where statistical significance
was considered if P values were <.05.
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Qualitative responses were analyzed
by the method Thematic Analy-
sis, where data is coded and themes

identified, defined,

and named.”

REsuULTS

Community Coalition
Building

The coalition consisted of school
principals, teachers, ministers, and
state and municipal employees rep-
resenting public housing and the
Birmingham City Councilor’s of-
and
presidents of both the neighborhood

fice, community advocates,
and public housing associations in
the community. An average of 20
members attended each monthly
coalition meeting. To carry out the
activities of the coalition, we formed



a community project committee
and a development committee. The
community project committee fo-
cused on implementing programs
based on the CAP; the development
committee focused on seeking fund-
ing such as fundraising and grant
proposals to sustain the coalition.

Concerns expressed by the coali-
tion members ranged from neigh-
borhood violence to relationship
building and safer walking routes
to local schools, with violence and
safety being a particular concern.
Monthly face-to-face discussions led
to a shared understanding among
group members of prioritized needs,
which were narrowed to three ar-
eas: 1) children; 2) communica-
tion; and 3) relationship building.

The coalition felt the commu-
nity could not tackle the list of
concerns if there was not a sense of
social cohesion and connectedness
within the community. Based on
the CAP and the prioritized needs,
the first community-building proj-
ect implemented by the coalition
was a “Get to Know Your Neighbor
Day,” which promoted community
cohesion. The event brought to-
gether more than 300 community
residents (adults and children) for
a day of fun and relationship build-
ing. The event was also used to pro-
mote health and wellness as well
as safety and violence prevention.

Community Survey

A total of 134 individuals attend-
ing the “Get to Know Your Neigh-
bor Day” completed the survey;
however, we only analyzed data from
participants residing in the target-

ed neighborhood (N=90). Among
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72% 94%

were African American, and 70%

those, were females,
were aged <50 years. Most partici-
pants (86%) reported renting their
place of residence, and the median
duration year of living in the com-
munity was 4 years, with a range
of 1 to 71 years (Table 1). Only
16% rated their health as fair/poor

Half (52%) of participants re-
ported being satisfied with living in
the community. Only 35% of the

participants indicated that the com-
munity was improving and 26%
“strongly agreed” or “agreed” that
the neighbors can be trusted. On
a scale of 1 to 5, with higher score
indicative of higher social cohesion,
the mean perceived social cohesion
was moderate (2.87 [.67]). When
asked what was the best or least liked
thing about living in the neighbor-
hood, 47% of participants indicated
“My house/apartment” and 56%

Table 2. Perceptions of neighborhood characteristics, N=90

Satisfaction with living in the neigbhorhood
Very satisfied / satisfied
Very dissatisfied / dissatisfied / unsure
Is the neighborhood improving?
Improving
Stable
Declining
Importance of knowing neighbors
Very important / important
Moderately / slightly / not at all important
Interact with neighbors
Almost always / often
Sometimes
Seldom / never
Willing to help neighbors®
Strongly agree / agree
Neither agree or disagree
Strongly disagree / disagree
Close-knit neighborhood?
Strongly agree / agree
Neither agree or disagree
Strongly disagree / disagree
People can be trusted?
Strongly agree / agree
Neither agree or disagree
Strongly disagree / disagree
Do not get along®
Strongly agree / agree
Neither agree or disagree
Strongly disagree / disagree
Do not share the same values®
Strongly agree / agree
Neither agree or disagree
Strongly disagree / disagree
Perceived social cohesion, mean (SD)

n (%)

43 (51.8)
40 (48)

26 (35.1)
28 (32.8)
20 (27)

60 (70.6)
25 (29.4)

38 (46.3)
30 (36.6)
14 (17.1)

37 (45.7)
28 (34.6)
16 (19.8)

30 (36.6)
33 (40.2)
19 (23.2)

22 (26.2)
31(36.9)
31(36.9)

43 (52.4)
21 (25.6)
18 (22.0)

51 (60.0)
20 (23.5)
14 (16.5)
2.87 (0.67)

a. Social cohesion scale.
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indicated “Safety in the neighbor-
hood,” respectively (not shown in
table). Other neighborhood related
responses can be found in Table 2.

In our multivariate analysis (Table
3), we observed that after adjusting
for the confounding variables (age,
sex and race), those who indicated
the neighborhood is “improving”
had a .44 higher score in social co-
hesion than the ones who answered
“declining” (P<.01). Furthermore,

The top concern (safety/
violence) and greatest hope
(neighborhood cobesion)
for the community
voiced by the coalition
was supported by the
data collected from the

community.

participants who responded “almost
always/often” to the question “How
often do you interact with your
neighbors?” had a .405 higher so-
cial cohesion score than those who
answered “seldom/never” (P<.001).

Analysis of the two qualita-
tive questions of the survey showed
that an overwhelming number of
participants  mentioned  increas-
ing safety and stopping violence
as the one thing to change and the
greatest hope for the community.
Other responses for the one thing

to change included better housing
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Table 3. Multivariable model predicting high level of social cohesion

Sex

Age groups
Race/ethnicity
Neighborhood improving
Interact with neighbors

Social Cohesion

F P
.03 .87
.00 .95
1.06 31
5.45 .01

15.88 .00

and general neighborhood improve-
ment. Getting along better with
children’s

lives, and improving various neigh-

neighbors, improving
borhood conditions were the other
top responses for the greatest hope
for the future of the community.

DiscussioN

Guided by CBPR principles, a
team of academic investigators suc-
cessfully partnered with neighbor-
hood residents and stakeholders to
form a community coalition with
the goal of improving the health
of the neighborhood by addressing
the social determinants of health.
With CBPR as our foundation, we
conducted a community survey and
worked together to develop a CAP
based on the survey results to in-
form the priority areas for health
initiatives. The top concern (safety/
violence) and greatest hope (neigh-
borhood cohesion) for the com-
munity voiced by the coalition was
supported by the data collected
from the community. Collecting
data from different groups and in
different

the interpretation of the findings

methods  strengthened

and allowed for a rich understand-
ing of neighborhood concerns.?®
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Although appearing to be in-
consistent, the finding that nearly
half of the residents reported being
very satisfied or satisfied with liv-
ing in the community while simul-
taneously reporting that safety in
the neighborhood was an issue, has
been reported previously. A study
conducted by Echeveria et al found
similar results in examining the re-
lation between neighborhood con-
ditions and health.?” Echeveria et
al concluded that factors driving
perceptions of neighborhood safety
may be different than those driving
perceptions of general neighborhood
quality.”” Further research is needed
to determine the relationship be-
tween perceptions of neighborhood
quality and conditions, such as safe-
ty, especially in communities with
varying levels of social cohesion.

In our study, the majority of the
participants reported that they had
a moderate or low level of perceived
neighborhood social cohesion. Fur-
ther, feeling the neighborhood was
improving and frequent interaction
with neighbors was associated with
a higher level of social cohesion.
These findings have important im-
plications in health disparities be-
cause social cohesion is a specific
characteristic of neighborhoods that
may impact both physical and men-



tal health among residents.”**3 For
example, Bjornstrom, Ralston and
Kuhl* found that as perceived social
cohesion increases, the likelihood
of reporting poor or fair health de-
clines. This is contradictory to our
findings, as the majority of par-
ticipants reported “excellent “or
“very good” health status; however,
the relative high level of self-rated
health may be explained by the fact
that the majority of the participants
were aged < 50 years. Regardless, for
future research, the issue of neigh-
borhood social cohesion and trust
should be explored through quali-
tative research. If neighborhood
trust can be affected by interven-
tions, perhaps social cohesion can
increase along with self-rated health.

The Mid-South TCC ACE Core
continues to work with and provide
technical assistance to the coali-
tion. As sustainability is a crucial
component of CBPR,” the coali-
tion maintains efforts to build its
infrastructure by pursuing grants
and new resource opportunities.
For example, the coalition’s Devel-
opment Committee submitted two
grant proposals to local community
foundations to enhance and expand
an existing community garden.
The coalition believed that plan-
ning, planting, and nurturing this
garden would improve neighbor-
hood cohesion and help neighbors
work together to make a positive
change in their collective health
behavior and living environment.
In addition, education workshops
about obesity prevention, the ben-
efits of gardening, and healthy life-
style choices are being incorporated
in the community garden project.
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CONCLUSION

Using the CBPR approach, the
Mid-South TCC ACE Core suc-
cessfully partnered with community
members and stakeholders to form
a coalition focused on improving
the health of the community by ad-
dressing the social determinants of
health. Through the coalition, com-
munity survey and CAP, we gained

about the perceived

knowledge
neighborhood social cohesion as
well as other perceptions of neigh-
borhood characteristics. With the
data collected through the commu-
nity survey, the coalition can design
future interventions that have the
potential to influence the health of
their community on a local level.

ACKNOWLEDGMENTS

Research reported in this article was sup-
ported by the National Institute of Minority
Health and Health Disparities through a
grant from the National Institutes of Health
under award number U54MD008176 and
P60MD000502. The content is solely the
responsibility of the authors and does not
necessarily represent the official views of the
National Institutes of Health.

We acknowledge the contributions of our
community partners and organizations who
made this research possible: UAB Minority
Health and Health Disparities Research Cen-
ter and the Building Healthy Communities
Coalition.

Informed consent was obtained from all
participants included in the study.

CoONFLICT OF INTEREST
No conflicts of interest to report.

AutHOR CONTRIBUTIONS

Research concept and design: Bateman,
Fouad, Hawk, Bae, Eady, Thompson, Brant-
ley, Crawford, Schoenberger; Acquisition
of data: Bateman, Hawk, Osborne, Eady,
Thompson, Schoenberger; Data analysis and
interpretation: Bateman, Fouad, Hawk, Bae,
Thompson, Heider, Schoenberger; Manu-
script draft: Bateman, Fouad, Hawk, Os-

Ethnicity & Disease, Volume 27, Supplement 1, 2017

borne, Bae, Thompson, Brantley, Crawford,
Heider, Schoenberger; Statistical expertise:
Bae; Acquisition of funding: Fouad; Admin-
istrative: Bateman, Hawk, Osborne, Eady,
Thompson, Brantley, Crawford, Heider,
Schoenberger; Supervision: Fouad, Schoen-

berger

REFERENCES

1. Diez Roux AV, Mair C. Neighborhoods and
health. Ann N Y Acad Sci. 2010;1186(1):125-
145. https://doi.org/10.1111/j.1749-
6632.2009.05333.x. PMID:20201871.

2. Kawachi I, Berkman L. Social cohesion, social
capital, and health. In: Kawachi I, Berkman,
eds: Social Epidemiology. New York: Oxford
University Press. 2000:174-190.

3. Butterfoss FD, Goodman RM, Wanders-
man A. Community coalitions for preven-
tion and health promotion. Health Educ Res.
1993;8(3):315-330. https://doi.org/10.1093/
her/8.3.315. PMID:10146473.

4. Berkman LF, Kawachi 1. Social Epidemiology.
New York: Oxford University Press; 2000.

5. Forrest R, Kearns A. Social cohesion, social
capital and the neighbourhood. Urban
Stud. 2001;38(12):2125-2143. hteps://doi.
org/10.1080/00420980120087081.

6. Palmer C, Ziersch A, Arthurson K,

Baum F. “Danger lurks around every
corner”: fear of crime and its impact on
opportunities for social interaction in
stigmatised Australian suburbs. Urban
Policy Res. 2005;23(4):393-411. https://doi.
org/10.1080/08111470500354216.

7. Ross CE, Jang SJ. Neighborhood disorder,
fear, and mistrust: the buffering role of
social ties with neighbors. Am J Commu-
nity Psychol. 2000;28(4):401-420. hteps://
doi.org/10.1023/A:1005137713332.
PMID:10965384.

8. Ross CE, Mirowsky J, Pribesh S. Powerless-
ness and the amplification of threat: neighbor-
hood disadvantage, disorder, and mistrust. Am
Sociol Rev. 2001;66(4):568-591. https://doi.
org/10.2307/3088923.

9. Baum FE, Ziersch AM, Zhang G, Osborne
K. Do perceived neighbourhood cohesion and
safety contribute to neighbourhood differ-
ences in health? Health Place. 2009;15(4):925-
934. https://doi.org/10.1016/j.health-
place.2009.02.013. PMID:19403326.

10. De Jesus M, Puleo E, Shelton RC, Emmons
KM. Associations between perceived social
environment and neighborhood safety: health
implications. Health Place. 2010;16(5):1007-
1013. https://doi.org/10.1016/j.health-
place.2010.06.005. PMID:20598624.

11. Fowler PJ, Tompsett CJ, Braciszewski JM,
Jacques-Tiura AJ, Baltes BB. Community
violence: a meta-analysis on the effect of
exposure and mental health outcomes of

children and adolescents. Dev Psychopathol.

335


https://doi.org/10.1111/j.1749-6632.2009.05333.x
https://doi.org/10.1111/j.1749-6632.2009.05333.x
https://www.ncbi.nlm.nih.gov/pubmed/20201871
https://doi.org/10.1093/her/8.3.315
https://doi.org/10.1093/her/8.3.315
https://www.ncbi.nlm.nih.gov/pubmed/10146473
https://doi.org/10.1080/00420980120087081
https://doi.org/10.1080/00420980120087081
https://doi.org/10.1080/08111470500354216
https://doi.org/10.1080/08111470500354216
https://doi.org/10.1023/A:1005137713332
https://doi.org/10.1023/A:1005137713332
https://www.ncbi.nlm.nih.gov/pubmed/10965384
https://doi.org/10.2307/3088923
https://doi.org/10.2307/3088923
https://doi.org/10.1016/j.healthplace.2009.02.013
https://doi.org/10.1016/j.healthplace.2009.02.013
https://www.ncbi.nlm.nih.gov/pubmed/19403326
https://doi.org/10.1016/j.healthplace.2010.06.005
https://doi.org/10.1016/j.healthplace.2010.06.005
https://www.ncbi.nlm.nih.gov/pubmed/20598624

Neighborhood Social Cohesion - Bateman et al

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

2009;21(1):227-259. https://doi.org/10.1017/
$0954579409000145. PMID:19144232.
Prevention Institute. Making the Case with
THRIVE: Background Research on Community
Determinants of Health. Washington DC: Pre-
vention Institute; 2013. Last accessed Aug 24,
2017 from https://www.preventioninstitute.
org/sites/default/files/uploads/Making%20
the%20case%20with%20THRIVE%20
Nov%202015.pdf

Butterfoss FD, Kegler MC. The community
coalition action theory. In: DiCLemente R,
Crosby R, Kegler MC, eds. Emerging Theories
in Health Promotion Practice and Research,2nd
ed. San Francisco: Jossey Bass. 2009;2:237-
276.

Burlington C. Public Health Coalitions in
South Jersey. 2014; Last accessed Aug 24,
2017 from https://rand.camden.rutgers.edu/
files/FINAL-S]J-PublicHealthCoalitions.pdf
Zakocs RC, Edwards EM. What ex-

plains community coalition effective-

ness?: a review of the literature. Am J

Prev Med. 2006;30(4):351-361. hteps://
doi.org/10.1016/j.amepre.2005.12.004.
PMID:16530624.

Fawecett SB, Collie-Akers V, Schultz JA,
Cupertino P. Community-based participa-
tory research within the Latino health for

all coalition. J Prev Intervent Community.
2013;41(3):142-154. https://doi.org/10.1080/
10852352.2013.788341. PMID:23751058.
Young-Lorion J, Davis MM, Kirks N, et

al. Rural Oregon community perspectives:
introducing community-based participatory
research into a community health coali-

tion. Prog Community Health Partnersh.
2013;7(3):313-322. https://doi.org/10.1353/
¢cpr.2013.0032. PMID:24056513.

Friere, P. Pedagogy of the Oppressed. Herder
& Herder, New York. 1970.

Isracl BA, Eng E, Schultz AJ, Parker EA, eds.
Methods for Community-Based Participatory
Research. 2nd ed. San Francisco: Jossey-Bass;
2012.

Minkler M. Community-based research
partnerships: challenges and opportunities. /
Urban Health. 2005;82(2) (suppl 2):ii3-iil2.
PMID:15888635.

Israel BA, Coombe CM, Cheezum RR, et al.
Community-based participatory research: a
capacity-building approach for policy advoca-
cy aimed at eliminating health disparities. Am
] Public Health. 2010;100(11):2094-2102.
heeps://doi.org/10.2105/AJPH.2009.170506.
PMID:20864728.

Wallerstein NB, Duran B. Using com-
munity-based participatory research to
address health disparities. Health Pro-

mot Pract. 2006;7(3):312-323. heeps://
doi.org/10.1177/1524839906289376.
PMID:16760238.

Imagine Birmingham. Eastern Area Frame-
work Plan Existing Conditions. 2017; Last ac-

336

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

cessed Sept 15, 2017 from http://www.imag-
inebham.com/uploads/1/4/4/7/14479416/
ca_framework_plan_existing_condi-
tions_20170328.pdf

Visser C. The origin of the solution-focused
approach. International Journal of Solution-
Focused Practices. 2013;1(1):11-17. https://
doi.org/10.14335/ijsfp.v1i1.10.

Sampson RJ, Raudenbush SW, Earls

F. Neighborhoods and violent crime: a
multilevel study of collective efficacy. Sci-
ence. 1997;277(5328):918-924. https://
doi.org/10.1126/science.277.5328.918.
PMID:9252316.

Jiirges H, Avendano M, Mackenbach JP.
Are different measures of self-rated health
comparable? An assessment in five European
countries. Eur | Epidemiol. 2008;23(12):773-
781. https://doi.org/10.1007/s10654-008-
9287-6. PMID:18814040.

Braun V, Clarke V. Using thematic

analysis in psychology. Qual Res Psy-

chol. 2006;3(2):77-101. hteps://doi.
org/10.1191/1478088706qp0630a.

Jick TD. Mixing qualitative and quantita-
tive methods: triangulation in action. Adm
Sei Q. 1979;24(4):602-611. heeps://doi.
0rg/10.2307/23923066.

Echeverria SE, Diez-Roux AV, Link BG.
Reliability of self-reported neighborhood char-
acteristics. / Urban Health. 2004;81(4):682-
701. https://doi.org/10.1093/jurban/jth151.
PMID:15466849.

Rios R, Aiken LS, Zautra AJ. Neighbor-
hood contexts and the mediating role of
neighborhood social cohesion on health and
psychological distress among Hispanic and
non-Hispanic residents. Ann Behav Med.
2012;43(1):50-61. hteps://doi.org/10.1007/
$12160-011-9306-9. PMID:22037963.
Echeverrfa S, Diez-Roux AV, Shea S, Borrell
LN, Jackson S. Associations of neighborhood
problems and neighborhood social cohesion
with mental health and health behaviors:

the Multi-Ethnic Study of Atherosclerosis.
Health Place. 2008;14(4):853-865. https://
doi.org/10.1016/j.healthplace.2008.01.004.
PMID:18328772.

Mair C, Diez Roux AV, Shen M, et al.
Cross-sectional and longitudinal associa-
tions of neighborhood cohesion and stressors
with depressive symptoms in the multiethnic
study of atherosclerosis. Ann Epidemiol.
2009;19(1):49-57. hteps://doi.org/10.1016/j.
annepidem.2008.10.002. PMID:19064189.
Bjornstrom EE, Ralston ML, Kuhl DC. Social
cohesion and self-rated health: the moderating
effect of neighborhood physical disorder. Am
J Community Psychol. 2013;52(3-4):302-312.
heeps://doi.org/10.1007/s10464-013-9595-1.
PMID:24048811.

Ethnicity & Disease, Volume 27, Supplement 1, 2017


https://doi.org/10.1017/S0954579409000145
https://doi.org/10.1017/S0954579409000145
https://www.ncbi.nlm.nih.gov/pubmed/19144232
https://www.preventioninstitute.org/sites/default/files/uploads/Making%20the%20case%20with%20THRIVE%20Nov%202015.pdf
https://www.preventioninstitute.org/sites/default/files/uploads/Making%20the%20case%20with%20THRIVE%20Nov%202015.pdf
https://www.preventioninstitute.org/sites/default/files/uploads/Making%20the%20case%20with%20THRIVE%20Nov%202015.pdf
https://www.preventioninstitute.org/sites/default/files/uploads/Making%20the%20case%20with%20THRIVE%20Nov%202015.pdf
https://doi.org/10.1016/j.amepre.2005.12.004
https://doi.org/10.1016/j.amepre.2005.12.004
https://www.ncbi.nlm.nih.gov/pubmed/16530624
https://doi.org/10.1080/10852352.2013.788341
https://doi.org/10.1080/10852352.2013.788341
https://www.ncbi.nlm.nih.gov/pubmed/23751058
https://doi.org/10.1353/cpr.2013.0032
https://doi.org/10.1353/cpr.2013.0032
https://www.ncbi.nlm.nih.gov/pubmed/24056513
https://www.ncbi.nlm.nih.gov/pubmed/15888635
https://doi.org/10.2105/AJPH.2009.170506
https://www.ncbi.nlm.nih.gov/pubmed/20864728
https://doi.org/10.1177/1524839906289376
https://doi.org/10.1177/1524839906289376
https://www.ncbi.nlm.nih.gov/pubmed/16760238
https://doi.org/10.14335/ijsfp.v1i1.10
https://doi.org/10.14335/ijsfp.v1i1.10
https://doi.org/10.1126/science.277.5328.918
https://doi.org/10.1126/science.277.5328.918
https://www.ncbi.nlm.nih.gov/pubmed/9252316
https://doi.org/10.1007/s10654-008-9287-6
https://doi.org/10.1007/s10654-008-9287-6
https://www.ncbi.nlm.nih.gov/pubmed/18814040
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.2307/2392366
https://doi.org/10.2307/2392366
https://doi.org/10.1093/jurban/jth151
https://www.ncbi.nlm.nih.gov/pubmed/15466849
https://doi.org/10.1007/s12160-011-9306-9
https://doi.org/10.1007/s12160-011-9306-9
https://www.ncbi.nlm.nih.gov/pubmed/22037963
https://doi.org/10.1016/j.healthplace.2008.01.004
https://doi.org/10.1016/j.healthplace.2008.01.004
https://www.ncbi.nlm.nih.gov/pubmed/18328772
https://doi.org/10.1016/j.annepidem.2008.10.002
https://doi.org/10.1016/j.annepidem.2008.10.002
https://www.ncbi.nlm.nih.gov/pubmed/19064189
https://doi.org/10.1007/s10464-013-9595-1
https://www.ncbi.nlm.nih.gov/pubmed/24048811

